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State/Territory: wisconsin 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIALCARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


Inpatient hospital services other than those providedanin 

institution for mental diseases. 


-
Provided: //No limitations c d  With limitations* 

Outpatient hospital services. 


Provided: /No limitations / Withlimitations* 


Rural health clinic services and other ambulatory services furnished 

by a rural health clinic. 


/x/ Provided: L- Nolimitations w i t h  limitations* 

L/ Not provided. 

Federally qualified health center
(FQHC) services and other 

ambulatory services that are covered under the plan and furnished by 

an FQHC in accordance with section
4231 of the StateMedicaid Manual 
(HCFA-Pub. 4 5 - 4 ) .  
-

/ x /  Provided: /T No limitations /%With limitations* 

ambulatory services ofofferedby-k ----under 

section--=- 3 3 0 ,  or---tC-W-PAct-to-a pregnant 

woman or individual under1 8  years-& age. 


Other laboratory and x-ray services. 


*Description providedon attachment. 
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State/Territory: wisconsin 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


b. Optometrists'services. 

-

/ x /  Provided: /T Nolimitations /=With limitations* 
-

Not provided. 


c. Chiropractors'services. 

-

/ x /  Provided: LT Nolimitations w i t h  limitations* 
-
L/ Not provided. 

Other practitioners' services. 

-

/ x /  Provided: Identified on attached sheet with description of 
limitations, if any. 

-
l/Not provided. 

7 .  Homehealthservices. 

a. Intermittent or part-time nursing services provided
by a home health 

agency or by a registered nurse when no home health agency exists in 

area. 


Provided: /IN0 limitations ,&/With limitations* 


b. Home health aide services provided by
a home health agency. 


Provided: /TN0 limitations w i t h  limitations* 

Medical supplies, equipment, and appliances suitable
for use in the 

home. 


Provided: /TN0 limitations w i t h  limitations* 

*Description providedon attachment. 


-TN N o .  91 UULA 
Approval DateSupersedes Date /-/6- Effective 

TN No. %426 
HCFA ID: 
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AMOUNT, DURATION, AND SCOPE
OF MEDICAL 
AND REMEDIALCARE AND SERVICES PROVIDEDTO THE CATEGORICALLYNEEDY 

d. 	 Physical therapy, occupational therapy,or speech pathology and 

audiology services provided by a home health agency
or medical 

rehabilitation facility.
-=/ Provided: /7 Nolimitations w i t h  limitations* 
-
l/Not provided. 

8 .  Privatedutynursingservices. 
-

/ x /  Provided: LT No limitations /=With limitations* 
-
l/Not provided. 

*Description providedon attachment. 


TN No. 3 
supersedesDate Date
Approval +6 Effective lO .n /91
TN No. NEW 

HCFA ID: 7986E 



-
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.
-1. phys ica lthe rapy  and r e l a c e d  services 

a .phys i ca lthe rapy  . 
--	 ­

.: prov ided  -i Yo . < m i t a t i o n s  . ­

-
I not p r o v i d e d-

b.  o c c u p a t i o n a lt h e r a p y .  
- - ­
:X- Provided:  -1 No ’ - i m i t a t i o n s  X-1 

-
?iot p r o v i d e d .  

- -
X Provided:- 30 l i m i t a t i o n s  :i ! 

-
Not p r o v i d e d  

?lo. - Approval Date 
Supersedes  
TN !Jo . ­

with l i m i t a t i o n s *  

w i t h  l i m i t a t i o n s *  

Withl imi ta t ion ;*  

E f f e c t i v e  Date 3-1-86 
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AMOUNT, DURATION AND SCOPE OF MEDICAL 
REMEDIAL CAREAND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

12. 	 Prescribed drugs, dentures, and prosthetic devices; and eyeglasses 

prescribed by a physician skilled in diseases
of the eyeor by an 

optometrist. 


a. Prescribed drugs. 

Provided: 0 
Not provided. 

b. Dentures. 

rn Provided: 0 
0 Not provided. 

c. 	 Prosthetic devices. 

a Provided: 0 
0 Not provided. 

d. Eyeglasses. 

rn Provided: 

0 Not provided. 

Nolimitations 


Nolimitations 


No limitations 


No
limitations 


withlimitations* 


Withlimitations* 


Withlimitations* 


With
limitations* 


13. Other diagnostic, screening, preventive, and rehabilitative services, 

i.e., other than those provided elsewhere in the plan. 


a. Diagnostic services. 

rn Provided: El Nolimitations Withlimitations* 

0 Not provided. 
Description providedon attachment. 
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STATE PLAN UNDER TITLE XIX OFTHE SOCIAL SECURITY ACT 


State/Territory: WISCONSIN 


AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


19. Case management services and Tuberculosis related services 


a. 	 Case management services as defined in, and to the group specified 

in, Supplement 1 to ATTACHMENT3.1-A (in accordance with section 

1905(a)(19) or section 1915(g) of the Act). 


x Provided: X With limitations 

- Notprovided 

b. 	 Special tuberculosis (TB) related services under section 
1902 ( 2 )  ( 2 )  (F) of the Act. 

x Provided: 2 Withlimitations* 


- Not provided. 

20. Extended services for pregnant women 


a. 	 Pregnancy-related and postpartem services for a 60-day period 

after the pregnancyends and any remaining days in the month
in 

which the 60th day falls. 


x Additional coverage++ 


b. 	 Services for any other medical conditions that may complicate 

pregnancy. 


X Additional coverage++ 

++ Attached is a descriptionof increases in covered services beyond 

limitations for all groups described in this attachment and/orany 

additional services provided to pregnant women
only. 


-
* Description provided on attachment 

TN NO. 95-019 

Supersedes Approval Date 

G i ,  2 5 1995 
Effective Date 7/1 35 


TN No. 94-025 
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AMOUNT, DURATION, AND SCOPE OF MEDICAL 

SERVICES PROVIDED TO THE CATEGORICALLY NEEDY
AND REMEDIAL CARE AND 


21. Ambulatory prenatal carefor pregnant women furnished during
a 

presumptive eligibility period by
a qualified provider (in accordance 

with section 1920of the Act). 


rn Provided: /7Nolimitations LT Withlimitations* 

L/Not provided. 

22. 	 Respiratory care services(in accordance with section 1902(e)(9)(A)

through (C) of the Act). 

-

/x/ Provided: /7 Nolimitations w i t h  limitations* 
-

L/ Not provided. 

23. Pediatricor family nurse practitioners' services. 


X Provided: L> No limitations w i t h  limitations* 

*Description provided on attachment. 


TN No. 91-0023 
Approval Date l O / ~ . ~ g ~SupersedesDate /w/A Effective 

TNNo. 89-0012 
HCFA ID: 7586E 
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OMB No.: 0938-

State/Territory: winconsin 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CAREAND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

24. Any other medical care and any other type
of remedial care recognized

under State law, specifiedby the Secretary. 

a. Transportation. 
-

/ x /  	 Provided: /7 Nolimitations w i t h  limitations* 
-

Not provided. 


b. Services of Christian Science nurses. 

-

Provided: LT Nolimitations //With limitations* 
-

&/ Not provided. 

c. Care and services provided in Christian Science sanitoria. 


Provided: /T Nolimitations w i t h  limitations* 
-

Not provided. 


d. Nursing facility servicesfor patients under 21 years of age. 


Provided: /r Nolimitations w i t h  limitations* 
-

Not provided. 


e. Emergency hospital services. 


rn Provided: /x7 No limitations //With limitations* 
-

Not provided. 


f. 	Personal care services in recipient's home, prescribed in accordance 

with a planof treatment and providedby a qualified person under 

supervision of a registered
nurse.
-
&/ Provided: // Nolimitations w i t h  limitations* 
-
L/ Not provided. 

*Description provided on attachment. 
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AMOUNT, DURATION, AND SCOPEOF MEDICAL 

AND REMEDIAL CARE
AND SERVICES PROVIDED TO THECATEGORICALLY NEEDY 


24 .  	 Pediatric nurse practitioner and family nurse practitioner services. 

$I Provided: 0Nolimitations aWith limitations* 

Not provided. 


* Description providedon attachment. 

TN No. Approval Date 7-1-90
Effective
date: 

Supersedes 

TN-No. New 
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2 5 .  

2 6 .  

State: Wisconsin 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CAREAND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


Home and Community Care for Functionally Disabled Elderly Individuals, 
as defined, describedand limited inSupplement 2 to Attachment 3.1-A,
and AppendicesA-G to Supplement 2 to Attachment 3.1-A. 

x not
provided provided 


to an individual who is
Personal care services furnished not an 

inpatient or resident of a hospital, nursing facility, intermediate 

care facility for the mentally retarded, or institution for mental 

disease that are (A) authorized for the individual by a physician in 

accordance with aplan of treatment, (B) provided by an individual who 

is qualifiedto provide such servicesand who is not a memberof the 

individual's family, and (C) furnished in a home. 


Provided: - StateApprovedPhysician)-x 
Allowed 

(Not Service Plan 

- Services Outside the Homealso Allowed 

X_ Limitations Described on Attachment 

- Not Provided. 

TN No. 94- 029 
Approval Date 10/1/94Supersedes Date mar 0 2  19% Effective 

TN No. 93-001 


